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INTRODUCTION

Q fever is a widespread disease caused by Coaxiella bur-
netii (17). The disease is very protean, and its prevalence in
many parts of the world is unknown since prospective
studies have not been carried out. In regard to antibiotic
therapy, two major problems are of concern. First, clinical
evaluation is difficult because acute Q fever is usually
diagnosed retrospectivally and is usually a self-limited dis-
ease. Moreover, evaluation of therapeutic success in chronic
Q fever requires prolonged follow-up because of the possi-
bility of late relapses. Second the experimental evaluation of
antibiotic therapy is problematic because C. burnetii is a
strict intracellular pathogen and no animal model of chronic
infection has been successfully described so far.

THE BACTERIUM
C. burnetii is a strict intracellular gram-negative bacte-

rium. It lives and multiplies in the phagolysosomes of
infected cells at pH 4.8 (9). Thus, in order to be active, an
antibiotic compound should enter the cell, concentrate
within the lysosome, and be active at pH 5 or less (18, 26). C.
bumetii in culture has a phase variation (phases I and II) (35)
equivalent to the lipopolysaccharide smooth-rough phase
variation of members of the family Enterobacteriaceae.
Phase I cells, but not phase II cells, are infectious, and the
serological response of patients with acute Q fever is mainly
directed against the phase II cells. C. burnetii also has a
spore-like cycle (20) which allows resistance to heat and
disinfection. Several genotypes of C. burnetii exist, and it
has been hypothesized that some strains cause acute Q fever
and others cause chronic Q fever (15).

THE DISEASE
Q fever is a disease with protean manifestations; when

exposed to an aerosol, a human being could have an asymp-
tomatic seroconversion (in one-half of cases [5]) or symp-
tomatic acute Q fever. The disease is usually mild and
self-limited. In a recent Swiss outbreak, 4% of seroconver-
tors were hospitalized (5). With a series of 323 hospitalized
patients, my colleagues and I recently showed that one-third
presented with clinically isolated fever, two-thirds presented
with increased hepatic enzymes, one-half presented with
pneumonitis, one-fifth presented with cutaneous lesions, and
one-tenth presented with neurological symptoms; the lethal-
ity was 2.4% (37).
Chronic Q fever, in our experience with a series of 92

patients, was diagnosed in patients with preexisting heart (54
cases) or vascular (6 cases) disease and/or an immunocom-
promising situation (17 cases). The clinical spectrum in-
cluded endocarditis (two-thirds of the cases, in one-fourth of

which the patient died), infection of vascular aneurysm
(three cases) or prosthesis (three cases), osteomyelitis (three
cases), lung infections (pseudotumor of the lung [one case]
and fibrosis [three cases]), and hepatitis (three cases) (3).

In chronic Q fever, there is an absence of cellular immune
response to C. burnetii associated with a very high antibody
response to both phase I and phase II of the bacterium (21).
As determined by microimmunofluorescence, an anti-phase
I immunoglobulin G (IgG) antibody titer of .1/800 and an
IgA titer of .100 indicate chronic infection (21, 28). By
complement fixation, a titer of 21/200 for phase I is diag-
nostic for chronic Q fever.

EVALUATION OF ANTIBIOTIC SUSCEPTIBILITY

C. burnetii does not multiply in axenic medium, and three
models of infections for antibiotic testing have been used:
animals, embryonated eggs, and cell cultures.
Animal model. Guinea pigs were used first to test strepto-

mycin, which was demonstrated to be efficient at doses
which were not suitable for humans because of toxicity (11).
Embryonated eggs. Embryonated eggs represent a good

model of infection for testing the bacteriostatic activity of
antibiotics. Antibiotics are injected via the yolk sac just after
inoculation, and the prolongation of the mean survival time
determines the antibiotic efficacy. It has been demonstrated
that tetracyclines and analogs, co-trimoxazole, and rifampin
(29, 34) are effective in this model, but none was bacteri-
cidal. Penicillin, cephalothin, streptomycin, chlorampheni-
col, clindamycin, and erythromycin were not bacteriostatic
(34), and one of the tested strains (Cyprus strain) was
resistant to tetracycline (34).

Cell culture. The therapeutic goals for acute Q fever and
chronic Q fever are different; i.e., in acute Q fever a
bacteriostatic effect is sufficient to help the patient recover,
but in chronic Q fever a bacteriostatic regimen may allow
disease control but will not cure the patient. In this setting a
bactericidal regimen seems necessary. We developed two
models of cell culture to determine the bacteriostatic and the
bactericidal effects of antibiotics.
For assessment of the bacteriostatic effect, we described a

shell vial assay using HEL cells, which made it possible to
determine the susceptibilities of 13 strains of C. bumetii to
antibiotics (27). In this model, tested strains could be con-
sidered resistant, susceptible, or of intermediate susceptibil-
ity (when the multiplication is slower than in controls but not
stopped). By this model, amikacin and amoxillin were never
effective. Co-trimoxazole, rifampin, doxycycline, tetracy-
cline, and minocycline (27), sparfloxacin (25), and the qui-
nolones PD 127,391 and PD 131,628 (12) were always active.
Of 13 cases, strains were susceptible to ofloxacin in 12, to
pefloxacin in 10, and to chloramphenicol in 10 (27) and to
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ceftriaxone in 4 and to fusidic acid in 6 (39). For erythromy-
cin 7 of 13 strains were of intermediate susceptibility and 6
were resistant (27).
For chronic infection, a model of persistently infected

cells was developed first by Yeaman et al. (29, 46); in this
model cells and bacteria grew simultaneously. We used this
model (24, 29) and then demonstrated that it was not
evaluating bactericidal activity because of the bias of cell
multiplication, which diluted bacteria. We showed that
blocking cell multiplication made it clear that no antibiotic
compound was bactericidal (26). Later we introduced a more
sophisticated model using P388 (a murine macrophage cell
line), in which we compared the number of live bacteria after
24 h of incubation of the initial inoculum with antibiotics.
Using this technique, we demonstrated that pefloxacin,
doxycycline, ciprofloxacin, and rifampin were not bacteri-
cidal (18). We also tested clofazimine, pirazinamide, and
minocycline, which were ineffective as well (19). Because C.
bumnetii lives in an acidic environment (9) we speculated that
the low pH inhibited the antibiotic bactericidal activity.
Using amantadine, chloroquine, or NH4Cl, we were able to
increase the lysosomal pH to, respectively, 5.3, 5.7, and 6.8.
When antibiotics were added, rifampin was still not bacteri-
cidal, doxycyline became bactericidal at pH 5.7 and 6.8, and
pefloxacin became bactericidal at pH 6.8. We concluded
from this work that pH was critical for antibiotic efficacy for
C. burnetii and that a bactericidal regimen should include
either a lysosomotropic alkalinizing agent or an acid-stable
antibiotic (18).

MEDICAL TREATMENT OF ACUTE Q FEVER

The treatment of acute Q fever depends on the clinical
presentation; pneumonia usually resolves without treatment
within 15 days. Clinical evaluation of the efficacy of antibi-
otic regimens is difficult because of the short duration of the
disease as well as the late confirmation of the serological
diagnosis. Because of this, uncontrolled studies are of little
value. A randomized study has been carried out with tetra-
cycline alone, which reduced the duration of fever by 50%
(23). However, treatment must be started within the first 3
days of illness to be effective. Thus, empiric therapy appears
to be justified in severely ill patients, as serological diagnosis
is not available at that time.

In a nonrandomized comparison of two regimens of acute
Q fever treatment, the average duration of fever was 3.3
days in untreated patients, 2 days in patients receiving
tetracycline (500 mg four times a day), and 1.7 days in those
treated with doxycycline (100 mg four times a day) (33).
Thus, doxycycline was superior to tetracycline, which was
superior to the placebo. Ofloxacin (600 mg/day) and peflox-
acin (800 mg/day) were reported to be effective in Q fever
pneumonia, producing apyrexia and clinical improvement 2
to 4 days after establishment of chemotherapy (2). However,
antibiotic treatment was prolonged for 16 days with ofloxa-
cin and 21 days with pefloxacin. The combination of peflox-
acin (800 mg/day) and rifampin (1,200 mg/day) for 21 days
successfully treated patients with prolonged Q fever. Al-
though these patients received antibiotic treatment from 11
to 36 days after the start of the illness, all of them recovered.
Erythromycin has been used to treat pneumonia caused by
C. bumnetii (22). Patients who had community-acquired
pneumonia and were receiving various antibiotic regimens
were evaluated. Those with acute Q fever pneumonia who
received erythromycin had a rapid clinical improvement
with apyrexia by day 4. Patients treated with beta-lactams

did not improve, but apyrexia and clinical improvement
were achieved when the antibiotic treatment was changed to
erythromycin. However, erythromycin was reported by
Marrie to be ineffective in severe cases ofQ fever pneumo-
nia despite use of a daily dosage of 4 g (17). Whether
erythromycin is an adequate treatment for atypical pneumo-
nia, when Q fever is considered as a possible diagnosis, has
yet to be confirmed. Discrepancies among series could be
related to the heterogeneity of antibiotic susceptibility
among strains, as demonstrated in vitro (27). Other antibiot-
ics, such as chloramphenicol, co-trimoxazole, and ceftriax-
one, have been reported to be effective in acute Q fever (39,
45).
However, tetracycline compounds and especially doxycy-

cline are still the drugs currently recommended to treat acute
Q fever illness. A regimen of doxycycline at 200 mg for 15 to
21 days is usually prescribed. Quinolone compounds should
be considered for Q fever meningoencephalitis, as they
penetrate the cerebrospinal fluid (4).
With hepatitis, Q fever is often associated with a strong

immune response, including autoantibodies directed against
smooth muscle and antinuclear antibodies or a positive
Coombs test (13, 16). In this case antibiotics could fail to
completely resolve symptoms, and anecdotical reports men-
tioned the clinical benefit of 40 mg of prednisone daily for 7
days (13).

ANTIBIOTIC AND SURGICAL TREATMENT OF
CHRONIC Q FEVER

Q fever endocarditis is the most serious complication of C.
burnetii infection. More than 200 documented cases of this
form have been described, and mortality rates can exceed
65% (1, 3, 6, 10, 31, 32, 36, 38, 43, 44).
Although various regimens have been proposed, tetracy-

cline is the mainstay of treatment of Q fever endocarditis (6,
41, 44). Prescribed alone, it seems to improve the medical
condition of patients as long as it is given (44). However,
recovery of viable C. bumnetii from valve tissue has been
reported after 4 years of therapy with doxycycline (41).
Therefore, doxycycline alone was found to be unable to cure
C burnetii endocarditis, and combination antibiotic therapy
was proposed. Historically, lincomycin was the first drug to
be added to tetracycline (42); thereafter co-trimoxazole was
added to either tetracycline or rifampin (36). Co-trimoxazole
has been proposed for treatment of C. bumnetii infection.
Alone, it failed to cure Q fever endocarditis despite 31
months of treatment (38). Results obtained with combina-
tions including co-trimoxazole are still controversial. Re-
ports (7, 8, 10, 36, 43) show that among nine patients
requiring valve replacement and receiving therapies of var-
ious durations including co-trimoxazole, viable C. burnetii
was recovered from six. One patient was treated with
co-trimoxazole combined with doxycycline and died 30
months after initiation of therapy. Therefore, antibiotic
combinations including co-trimoxazole may not be the best
treatment for Q fever endocarditis (14). The beta-lactams
used either alone or in combination with aminoglycosides
are not effective (27, 48).
Rifampin combined with either doxycycline or co-trimox-

azole has been used in treating Q fever endocarditis, with
apparent efficacy. However, in most cases, rifampin treat-
ment was stopped after few months because of its interac-
tions with anticoagulants frequently prescribed at the same
time.
The in vitro efficiency of fluoroquinolones against C.
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burnetii (46) led us to prescribe combinations of doxycycline
and either pefloxacin or ofloxacin in 16 cases (14). The
mortality rate of these 16 patients was significantly lower
than that of patients treated with other antibiotic regimens.
In two cases, viable C. bumetii was isolated from excised
valves, despite 9 and 12 months of treatment. This fact is in
contradiction with the reported in vitro bactericidal effects of
quinolones (47) but is in accordance with the new model of
infection that we described, which shows that these com-
pounds are bacteriostatic (30). The in vitro efficacy of
fluoroquinolones combined with rifampin has been recently
reported (48), but no clinical data are available. Valve
replacement was proposed in addition to antibiotic treatment
in cases of Q fever endocarditis (7). In our study, cardiac
surgery was performed on 19 patients with hemodynamic
failure. When possible, valve tissue was cultured, and C.
bumetii was isolated in nine cases. A second valve replace-
ment was performed for a patient, 1 year after the first one,
and the culture was again positive. Surgery must be accom-
panied by antibiotic therapy to prevent reinfection from a
dormant site, including the other cardiac valves. In fact, C.
burnetii has been observed in valves which were macroscop-
ically unremarkable (10). Thus, the ideal duration of treat-
ment is difficult to define since no criteria for a cure have
been proposed at this time; suggestions range from 1 year
(44) to indefinite administration (40). The occurrence of
relapse is unpredictable. Our serological data, the fact that
positive cultures were obtained after 1 year of treatment, and
the possibility of dormant sites with risk of relapse led us to
advise a minimum of 3 years of treatment. Relapses are
frequent despite prolonged antimicrobial chemotherapy, and
the mortality rate can exceed 60% (36). We follow patients
with chronic Q fever, and we determine antibody levels
every 3 months by using microimmunofluorescence. At the
time of diagnosis, IgG and IgA antibody titers range from
1/800 to 1/2,000,000. The decrease of antibodies under
specific therapy is very slow, and in some patients the
antibody titers stay at a plateau. We consider that no
anti-phase I IgA and an anti-phase I IgG titer of <1/200
indicate a definite cure. In our experience, this never hap-
pens within 3 years of currently recognized treatment.

In conclusion, some aspects of the therapy should be
stressed. (i) Currently, no treatment, not even combined
antibiotic therapy that includes fluoroquinolones, is capable
of eradicating Q fever endocarditis within 2 years. (ii) No
treatment can cause titers of IgG antibodies against phase I
antigen to drop below 400 within 2 years. (iii) C. burnetii
remains in valve tissue or in dormant sites despite 2 years of
antibiotic treatment. This observation could explain the risk
of relapse a few years after treatment. Thus, we recommend
that Q fever endocarditis be treated for a strict minimum of
3 years with a combination of doxycycline and a fluoroqui-
nolone. Valve replacement should be reserved for hemody-
namic failure. After 3 years, treatment could be stopped if
the level of IgG against phase I antigens is still below 400 and
no IgA against phase I is detectable.

THERAPEUTIC PERSPECTIVES
We are currently studying an antibiotic regimen combining

900 mg of chloroquine per day with 200 mg of doxycycline
per day on the basis of the fact that in vitro 1 p,g of
chloroquine per ml makes doxycycline bactericidal against
intracellular organisms. Twenty patients are currently being
treated with this regimen. Preliminary results show that this
treatment is amazingly efficient, with some patients being

cured by 1 year of therapy, but more definitive results are
not available because of the short follow-up.

REFERENCES
1. Applefeld, M. M., L. M. Billingsley, H. J. Tucker, and P. Fiset.

1977. Q fever endocarditis-a case occurring in the United
States. Am. Heart J. 93:669-670.

2. Bertrand, A., F. Janbon, 0. Jonquet, and J. Reynes. 1988.
Infections par les rickettsiales et fluoroquinolones. Pathol. Biol.
(Paris) 36:493-495.

3. Brouqui, P., H. Tissot Dupont, M. Drancourt, Y. Berlan, J.
Etienne, C. Leport, F. Goldstein, P. Massip, M. Micoud, A.
Bertrand, and D. Raoult. 1993. Epidemiologic and clinical
features of chronic Q fever: 92 cases from France (1982-1990).
Arch. Intern. Med. 153:642-648.

4. Drancourt, M., D. Raoult, B. Xeridat, L. Milandre, M. Nesri,
and P. Dano. 1991. Q fever meningoencephalitis in five patients.
Eur. J. Epidemiol. 7:134-138.

5. Dupuis, G., 0. Peter, D. Pedroni, and J. Petite. 1985. Aspects
cliniques observes lors d'une 6pid6mie de 415 cas de fievre Q.
Schweiz. Med. Wochenschr. 115:814-818.

6. Ellis, M. E., C. C. Smith, and M. A. Moffat. 1983. Chronic or
fatal Q-fever infection: a review of 16 patients seen in North-
East Scotland (1967-80). Q. J. Med. 52:54-66.

7. Fernandez Guerrero, M. L., J. M. Muelas, J. M. Aguado, G.
Renedo, J. Fralle, F. Soriano, and E. De Vllalobos. 1988. Q fever
endocarditis on porcine bioprosthetic valves. Clinicopathologic
features and microbiologic findings in three patients treated with
doxycycline, cotrimoxazole, and valve replacement. Ann. In-
tern. Med. 108:209-213.

8. Freeman, R., and M. E. Hodson. 1972. Q fever endocarditis
treated with trimethoprim and sulphamethoxazole. Br. Med. J.
1:419-420.

9. Hackstadt, T., and J. C. Williams. 1981. Biochemical stratagem
for obligate parasitism of eukaryotic cells by Coxiella burnetii.
Proc. Natl. Acad. Sci. USA 78:3240-3244.

10. Haldane, E. V., T. J. Marrie, R. S. Faulkner, S. H. Lee, J. H.
Cooper, D. D. MacPherson, and T. J. Montague. 1983. Endo-
carditis due to Q fever in Nova Scotia: experience with five
patients in 1981-1982. J. Infect. Dis. 148:978-985.

11. Huebner, R. J., G. A. Hottle, and E. B. Robinson. 1948. Action
of streptomycin in experimental infection with Q fever. Public
Health Rep. 63:357-362.

12. Jabarit-Aldighieri, N., H. Torres, and D. Raoult. 1992. Suscep-
tibility of Rickettsia conorii, Rickettsia rickettsii, and Coxsiella
burnetii to CI-960 (PD 127,391), PD 131,628, pefloxacin, oflox-
acin, and ciprofloxacin. Antimicrob. Agents Chemother. 36:
2529-2532.

13. Levy, P., D. Raoult, and J. J. Razongles. 1989. Q-fever and
autoimmunity. Eur. J. Epidemiol. 5:447-453.

14. Levy, P. Y., M. Drancourt, J. Etienne, J. C. Auvergnat, J.
Beytout, J. M. Sainty, F. Goldstein, and D. Raoult. 1991.
Comparison of different antibiotic regimens for therapy of 32
cases of Q fever endocarditis. Antimicrob. Agents Chemother.
35:533-537.

15. Mallavia, L. P. 1991. Genetics of rickettsiae. Eur. J. Epidemiol.
7:213-221.

16. Manquat, G., B. Gratacap, J. Arvieux, P. Leclercq, J. P. Stahl,
M. Micoud, and P. Le Noc. 1991. Acute Coxiella burnetii (Q
fever) and auto-antibodies, abstr. no. 1093. Abstr. 5th Eur.
Congr. Clin. Microbiol. Infect. Dis., Oslo, Norway, 9-11 Sep-
tember 1991.

17. Marrie, T. J. 1990. Coxiella bumnetii (Q fever), p. 1472-1476. In
G. L. Mandell, R. G. J. Douglas, and J. E. Bennett (ed.),
Principles and practice of infectious diseases, 3rd ed. Churchill
Livingstone, New York.

18. Maurin, M., A. M. Benoliel, P. Bongrand, and D. Raoult. 1992.
Phagolysosomal alkalinization and the bactericidal effect of
antibiotics: the Coxiella burnetii paradigm. J. Infect. Dis. 166:
1097-1102.

19. Maurin, M., and D. Raoult. Coxciella bumetii. In D. Raoult (ed.),
Antimicrobial agents and intracellular pathogens, in press. CRC
Press, Boca Raton, Fla.

VOL. 37, 1993



ANTIMICROB. AGENTS CHEMOTHER.

20. McCaul, T. F., and J. C. Williams. 1981. Developmental cycle
of Coxiella bumetii: structure and morphogenesis of vegetative
and sporogenic differentiations. J. Bacteriol. 147:1063-1076.

21. Peacock, M. G., R. N. Philip, J. C. Williams, and R. S. Faulkner.
1983. Serological evaluation of Q fever in humans: enhanced
phase I titers of immunoglobulins G and A are diagnostic for Q
fever endocarditis. Infect. Immun. 41:1089-1098.

22. Perez-del-Molino, A., J. M. Aguado, J. A. Riancho, I. Sampredo,
P. Matorras, and J. Gonzales-Macias. 1991. Erythromycin and
the treatment of Coxiella burnetii pneumonia. J. Antimicrob.
Chemother. 28:455-459.

23. Powell, 0. W., K. P. Kennedy, M. McIver, and H. Silverstone.
1962. Tetracycline in the treatment of Q fever. Aust. Ann. Med.
11:184-188.

24. Raoult, D., and 0. Baca. 1989. Susceptibility of Rickettsia and
Coxiella bumetii to quinolones. Rev. Infect. Dis. 11:986.

25. Raoult, D., P. Bres, M. Drancourt, and G. Vestris. 1991. In vitro
susceptibilities of Coaxiella bumetii, Rickettsia rickettsii, and
Rickettsia conorii to the fluoroquinolone sparfloxacin. Antimi-
crob. Agents Chemother. 35:88-91.

26. Raoult, D., M. Drancourt, and G. Vestris. 1990. Bactericidal
effect of doxycycline associated with lysosomotropic agents on
Coxiella burnetii in P388D1 cells. Antimicrob. Agents Chemo-
ther. 34:1512-1514.

27. Raoult, D., H. Torres, and M. Drancourt. 1991. Shell-vial assay:
evaluation of a new technique for determining antibiotic suscep-
tibility, tested in 13 isolates of Coxiella bumetii. Antimicrob.
Agents Chemother. 35:2070-2077.

28. Raoult, D., J. Urvolgyi, J. Etienne, M. Roturier, J. Puel, and H.
Chaudet. 1988. Diagnosis of endocarditis in acute Q-fever by
immunofluorescence serology. Acta Virol. (Prague) 32:70-74.

29. Raoult, D., M. R. Yeaman, and 0. G. Baca. 1989. Susceptibility
of Coxiella burnetii to pefloxacin and ofloxacin in ovo and in
persistently infected L929 cells. Antimicrob. Agents Chemo-
ther. 33:621-623.

30. Raoult, D., M. R. Yeaman, and 0. Baca. 1989. Susceptibility of
Rickettsia and Coxiella bumetii to quinolones. Rev. Infect. Dis.
11:S986.

31. Robson, A. O., and C. D. G. Shimmin. 1959. Chronic Q fever.
Clinical aspects of a patient with endocarditis. Br. Med. J.
2:980-983.

32. Ross, P. J., J. Jacobson, and J. R. Muir. 1983. Q fever
endocarditis of porcine xenograft valves. Am. Heart J. 105:151-
153.

33. Spelman, D. W. 1982. Q fever: a study of 111 consecutive cases.
Med. J. Aust. 1:547-553.

34. Spicer, A. J., M. G. Peacock, and J. C. Williams. 1981. Effec-
tiveness of several antibiotics in suppressing chick embryo

lethality during experimental infections by Coxiella bumetii,
Rickettsia typhi, and R. rickettsii, p. 375-383. In W. Burgdorfer
and R. L. Anacker (ed.), Rickettsiae and rickettsial diseases.
Academic Press, New York.

35. Stocker, M. G., and P. Fiset. 1956. Phase variation of the nine
mile and other strains of Coaxiella bumetii. Can. J. Microbiol.
2:310-321.

36. Subramanya, N. I., J. S. Wright, and M. A. Khan. 1982. Failure
of rifampicin and co-trimoxazole in Q fever endocarditis. Br.
Med. J. 285:343-344.

37. Tissot Dupont, H., D. Raoult, P. Brouqui, F. Janbon, D. Peyra-
mond, P. J. Weiller, C. Chicheportiche, M. Nezri, and R. Poirier.
1992. Epidemiologic features and clinical presentation of acute
Q fever in hospitalized patients-323 French cases. Am. J. Med.
1992:427-434.

38. Tobin, M. J., N. Cahill, G. Gearty, B. Maurer, S. Blake, K.
Daly, and R. Hone. 1982. Q fever endocarditis. Am. J. Med.
72:396-400.

39. Torres, H., and D. Raoult. 1993. In vitro activities of ceftriaxone
and fusidic acid against 13 isolates of Coxiella burnetii, deter-
mined using the shell vial assay. Antimicrob. Agents Chemo-
ther. 37:491-494.

40. Tunstall Pedoe, H. D. 1970. Apparent recurrence of Q fever
endocarditis following homograft replacement of aortic valve.
Br. Heart J. 23:568-570.

41. Turck, W. P., G. Howitt, L. A. Turnberg, H. Fox, M. Longson,
M. B. Matthews, and R. Das Gupta. 1976. Chronic Q fever. Q. J.
Med. 45:193-217.

42. Turck, W. P., and M. B. Matthews. 1969. Rickettsial endocar-
ditis. Br. Med. J. 1:185-186.

43. Varma, M. P., A. A. Adgey, and J. H. Connolly. 1980. Chronic
Q fever endocarditis. Br. Heart J. 43:695-699.

44. Wilson, H. G., G. H. Neilson, E. G. Galea, G. Stafford, and
M. F. O'Brien. 1976. Q fever endocarditis in Queensland.
Circulation 53:680-684.

45. Yeaman, M. R., and 0. G. Baca. 1990. Antibiotic susceptibility
of Coxiella burnetii, p. 213-223. In T. J. Marrie (ed.), Q fever,
vol. 1. The disease. CRC Press, Boca Raton, Fla.

46. Yeaman, M. R., and 0. G. Baca. 1990. Unexpected antibiotic
susceptibility of a chronic isolate of Coxiella bumetii. Ann.
N.Y. Acad. Sci. 590:297-305.

47. Yeaman, M. R., L. A. Mitscher, and 0. G. Baca. 1987. In vitro
susceptibility pf Coxiella burnetii to antibiotics, including sev-
eral quinolones. Antimicrob. Agents Chemother. 31:1079-1084.

48. Yeaman, M. R., M. J. Roman, and 0. G. Baca. 1989. Antibiotic
susceptibilities of two Coxiella bumetii isolates implicated in
distinct clinical syndromes. Antimicrob. Agents Chemother.
33:1052-1057.

1736 MINIREVIEW


